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Bronchoscopy-Related Infections and Pseudoinfections — 
New York, 1996 and 1998 


Bronchoscopy is a useful diagnostic technique that can be performed safely by 
trained specialists when the bronchoscopes in both inpatient and ambulatory-care 
settings are reprocessed properly to prevent transmission of infection. The New York 
State Department of Health received reports of three clusters of culture-positive bron- 
choscopy specimens obtained in 1996 and 1998 from patients at local health-care fa- 
cilities. This report summarizes the results of investigations of these clusters, which 
indicated involvement of Mycobacterium tuberculosis, M. intracellulare, or imipenem- 
resistant Pseudomonas aeruginosa. Between patient uses, bronchoscopes had been 
cleaned, visually inspected, leak tested, and processed by STERIS System 1 proces- 
sors (STERIS, Mentor, Ohio)*. 


Cluster 1 

During November—December 1996, bronchial specimens from five patients at a 
health-care facility yielded M. tuberculosis with the same restriction fragment length 
polymorphism (RFLP) pattern suggesting a common source. The index case-patient 
had tuberculosis with persistent acid-fast bacillus (AFB) smear- and culture-positive 
specimens. The four subsequent case-patients had no clinical evidence of tuberculo- 
sis, although one had a positive tuberculin skin test 6 weeks postbronchoscopy and 
was treated with isoniazid. Investigators concluded that all specimens from the four 
patients were contaminated but could not determine whether contamination occurred 
during the bronchoscopy or in the mycobacteriology laboratory. Specimens from 
three of the four case-patients were processed in the laboratory on the same day as 
the index case-patient’s specimen. 

The bronchoscopies were performed using three Olympus BF-P20D (Olympus 
America, Inc., Melville, New York) bronchoscopes, each processed in the same STERIS 
System 1 processor. Cultures from all three bronchoscopes, taken 5 weeks after the 
last case procedure, were negative. The same cleaning brushes used on all three bron- 
choscopes also were culture negative. Investigators identified an inconsistency be- 
tween the disinfection/sterilization procedures recommended in the STERIS manual 


*Use of trade names and commercial sources is for identification only and does not imply 
endorsement by CDC or the U.S. Department of Health and Human Services. 
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and those followed by the facility personnel—the biopsy port cap was not replaced 
before loading for cleaning in the STERIS System 1 processor. The bronchoscope 
manufacturer did not provide recommendations for processing in the STERIS System 
1, but the manual suggests removal of the biopsy port cap before cleaning and replac- 
ing it immediately before the next use. At the investigators’ request, the STERIS de- 
vice testing program performed pressure and flow studies with the biopsy port cap 
removed and observed a 50% flow reduction and a 25% flow pressure reduction. 
Therefore, STERIS could not assure bronchoscope sterility when the biopsy port cap 
was not replaced before processing, as specified in the STERIS manual. 


Cluster 2 

During March-April 1998, an increase in positive bronchial specimens for 
M. avium-intracellulare (MAI) occurred among patients in an ambulatory surgery unit 
(ASU) at a health-care facility. Seven cases without clinical evidence of MAI were iden- 
tified over a 2-month period compared with two MAI cases during the preceding 
8 months. All seven patients had undergone bronchoscopy in the same ASU with the 
same bronchoscope. Typing by polymerase chain reaction restriction enzyme analysis 
indicated that all of the isolates from the ASU bronchoscopy-associated patients were 
M. intracellulare (nontypable), and all of the isolates from the environmental and con- 
trol patients with previously diagnosed atypical mycobacterial disease were M. avium. 
Mycobacterial cultures of the implicated bronchoscope, taken 12 days after diagnosis 
of the last MAI case, were negative. 


The bronchoscope used was an Olympus BF-P20D model and was processed in a 
STERIS System 1. Olympus connectors were used for processing the bronchoscope in 


the STERIS System 1 rather than the connector kit and methods specifically developed 
by STERIS. 


Cluster 3 


During August—October 1998, 18 patients (11 inpatients and seven outpatients) at a 
health-care facility had bronchial specimens that grew imipenem-resistant P aerugi- 
nosa (IRPA). None of the 18 patients had IRPA isolated from sputum cultures obtained 
before bronchoscopy. At least three patients had persistent infection with IRPA with an 
associated clinical illness postbronchoscopy. All but one of the isolates from the 
18 patients had identical DNA patterns by pulsed-field gel electrophoresis analysis. 

In July 1998, the facility began processing bronchoscopes and other endoscopes 
using a STERIS System 1 processor. The facility used Pentax (Pentax, Orangeburg, 
New York) and Olympus bronchoscopes but did not document the specific broncho- 
scope used on each patient. Neither the Pentax nor the Olympus bronchoscopes were 
connected to the STERIS System 1 in accordance with the STERIS manufacturer's rec- 
ommendations. The person responsible for cleaning and disinfecting the endoscopes 
had received training at the STERIS Corporation; however, the specific scopes used at 
the facility were not demonstrated during the training. 


Reported by: RL Stricof, MPH, MJ Oxtoby, MD, PF Smith, MD, State Epidemiologist, New York 
State Dept of Health. MA McGarry, Wadsworth Center, Albany; V Hay, W Rietsema, MD, N Ro- 
gers, S Segal-Maurer, MD, S Marks, JJ Rahal, MD, New York. G Prodhom, MD, Institute of 
Microbiology, Lausanne, Switzerland. Office of Surveillance and Biometrics, Center for Devices 
and Radiological Health, Food and Drug Administration. Hospital Infections Program, National 
Center for infectious Diseases; and an EIS Officer, CDC. 
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Editorial Note: The number of bronchoscopy procedures performed in the United 
States reached an estimated 497,000 in 1996 (7 ). Although reported infectious compii- 
cations caused by bronchoscopy are rare (2), the incidence is probably underesti- 
mated, with many episodes unrecognized or unreported. Most reported 
bronchoscopy-related outbreaks or pseudo-outbreaks have been associated with in- 
adequate cleaning and disinfection procedures (3-9 ). 

The findings in this report identified additional problems related to using auto- 
mated reprocessing machines. Conflicting recommendations for disinfection/ 
sterilization exist between bronchoscope and reprocessor system manufacturers. 
Some individual bronchoscope models are not compatible with certain automated re- 
processing systems. However, users may not be aware of these incompatibilities un- 
less they make a device-specific inquiry to the manufacturers. Personnel using 
automated reprocessing machines in these clusters did not receive adequate device- 
specific training, and the wrong set up or connector systems were used. Inadequate 
documentation in the third cluster about which bronchoscope was used in which pa- 
tient prevented traceback of the culture-positive respiratory specimens to a particular 
bronchoscope. 

Bronchoscopes are designed with small lumens, multiple ports with obtuse angles, 
and linings vulnerable to damage and subsequent biofilm formation, presenting ob- 
stacles to proper cleaning and disinfection or sterilization. Manual cleaning and sterili 
zation with chemical agents, such as glutaraldehyde, is the reprocessing method most 
widely recommended by bronchoscopy equipment manufacturers; however, this 
process is laborious, time consuming, and poses a chemical contact risk to health-care 
workers. Thus, many health-care facilities use automated reprocessing machines. 
These machines can become colonized and cause bronchoscopy-related outbreaks or 
pseudo-outbreaks (5-8 ). 

To address the challenges of reprocessing bronchoscopes, all users should comply 
with guidelines for cleaning and disinfection/sterilization (2,70). The following addi- 
tional steps should be taken to reduce bronchoscopy-related infections or pseudo- 
infections. First, bronchoscope users should obtain and review model-specific reproc- 
essing protocols from both bronchoscope and automated reprocessing system manu- 
facturers. Second, bronchoscope and reprocessor system manufacturers should 
collaborate to develop and validate device- and model-specific high-level disinfection 
or sterilization protocols. Third, user education should include on-site training and ob- 
servation during the set up of each bronchoscope model to clarify device- and model- 
specific differences in procedure. Fourth, instruction manuals provided by both 
bronchoscopy equipment and automated reprocessing system manufacturers should 
address procedural differences among varying models of bronchoscopes and high- 
light proper connector system(s) to be used with their machine. Fifth, connector sys- 
tems should be clearly labeled (e.g., color coded) to ensure proper selection and use. 
Finally, quality-control procedures should be developed in each health-care facility to 
include visual inspection of the bronchoscope, regular testing for bronchoscope integ- 
rity, maintenance, and surveillance for unusual clusters of organisms. 

Under the Safe Medical Devices Act of 1990, facilities are required to report to the 
Food and Drug Administration (FDA) instances when endoscopes (including broncho- 
scopes) and endoscope reprocessing systems may have caused or contributed to se- 
rious injury or a patient’s death. Questions concerning this mandatory reporting 
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requirement can be directed to FDA's Center for Devices and Radiological Health, Of- 
fice of Surveillance and Biometrics, telephone (310) 827-0360. In addition, health-care 
workers are requested to report bronchoscopy-related colonization episodes, infec- 
tion, or pseudoinfection to their state health department, to FDA’s MedWatch pro- 
gram, telephone (800) 332-1088, fax (800) 332-0178, or World-Wide Web site, 
http://www.fda.gov/medwatch, and to CDC’s Hospital Infections Program, telephone 
(404) 639-6413 or fax (404) 639-6459. 
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Rubella Outbreak — Westchester County, New York, 1997-1998 


Since licensure of rubella vaccines in 1969, the incidence of rubella and congenital 
rubella syndrome (CRS) in the United States has decreased substantially. Rubella in- 
fection during the first trimester of pregnancy can result in miscarriage, stillbirth, or 
infants with a pattern of birth defects (i.e., CRS) (7). One of the national health objec- 
tives for 2000 is to eliminate indigenous rubella and CRS (objective 20.1) (2). During 
1997-1998, 524 cases of rubella were reported in the United States (CDC, unpublished 
data, 1999). This report describes a rubella outbreak in Westchester County, New York, 
demonstrates the importance of accurately defining and vaccinating at-risk popula- 
tions to prevent transmission, and underscores how collaboration with community- 
based organizations can facilitate the development and implementation of control 
measures. 

During the outbreak, a clinical case of rubella was defined as an illness with an 
acute onset of generalized maculopapular rash, a temperature of >99 F (>37.2 C), and 
arthralgia/arthritis, lymphadenopathy, or conjunctivitis. Laboratory confirmation of ru- 
bella required a positive serologic test for rubella IgM antibody, a substantial increase 
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in acute- and convalescent-phase titers in serum rubella IgG antibody levels by any 
standard serologic assay, or isolation of rubella virus (3). A confirmed case of rubella 
required either laboratory confirmation or meeting the clinical case definition and 
epidemiologic linkage to a laboratory-confirmed case. 

From December 1997 through May 1998, 95 confirmed rubella cases were identi- 
fied in Westchester County (attack rate: 10.7 per 100,000 population); 79 (83%) were 
laboratory-confirmed and 16 (17%) were linked epidemiologically to a laboratory- 
confirmed case. During this period, 333 cases were reported in the United States. The 
outbreak peaked during mid-January and mid-February (Figure 1). The index case- 
patient in Westchester County was a 23-year-old man from Mexico who first noticed a 
rash on December 6, 1997. He was exposed previously to a Hispanic co-worker with 
rubella in Port Chester, New York, who resided in Connecticut, where there was an 
ongoing rubella outbreak. Port Chester reported 53 (50%) cases; cases were identified 
in 14 towns, cities, or villages. The outbreak spread through the county along train 
lines and through work sites. 

The median age of case-patients was 23 years (range: 4 months—59 years); 76% 
were males aged 16-54 years. Of the 22 female patients, 19 were of childbearing age 
(15-44 years). Of five (26%) pregnant women, three were infected during the first tri- 
mester and elected to terminate their pregnancies. The other pregnant women deliv- 
ered infants with no CRS. Eighty-eight (93%) patients were foreign born; the median 
time in the United States was 4 years (range: 12 days—26 years). Among foreign-born 
patients, 34 (39%) were born in Mexico and 31 (35%) in Guatemala. The remaining 
23 (27%) patients were born in Colombia, Dominican Republic, El Salvador, Ecuador, 


FIGURE 1. Confirmed cases of rubella,* by week of rash onset — Westchester County, 
New York, December 1997-—May 1998 
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Nicaragua, or Portugal. None of the patients born outside the United States had re- 
ceived rubella vaccine. Of the seven U.S.-born patients, four were aged =29 years with 
no history of rubella vaccination, and three were aged <1 year and had parents who 
were born in Latin American countries. 

Local health authorities initiated control measures including case and contact in- 
vestigations, vaccination of contacts and susceptible persons in the community, and 
increased awareness to screen pregnant women for susceptibility to rubella and 
asymptomatic infection. Active surveillance for rash illness was conducted at 28 sites 
in the county, including emergency departments, health departments, and private 
providers. Health alerts in Spanish and English were sent to all schools and physicians 
and distributed in Hispanic communities. Although rubella vaccine was available at no 
cost at the county health department, special clinics, and work sites, only 248 doses 
were administered during December 6, 1997-February 9, 1998. 

To facilitate rubella-control efforts, health department staff identified community 
leaders and formed partnerships between Hispanic community-based organizations 
and Hispanic outreach workers from the Westchester County Health Department. 
These community-based organizations collaborated with the health department to 
provide targeted educational materials and one-on-one counseling about the impor- 
tance of rubella vaccination and bilingual personnel for vaccination sites. 

The number of sites offering measles, mumps, and rubella (MMR) vaccine was in- 
creased by the health department at work sites (e.g., restaurants, landscaping compa- 
nies, and cleaning services), special vaccination clinics (e.g., churches, day labor 
pick-up sites, and a mobile van), and at district public health clinics. The number of 
vaccinations administered increased, and by the end of May 1998, 4539 doses of MMR 
vaccine had been administered. The last case of rubella associated with the outbreak 
was identified on May 2, 1998. 

Reported by: RM Martin, PhD, AJ Huang, MD, HN Adel, MD, CM Larsen, MPA, CE Daleo, MS, 
MM Landrigan, MPA, H Martinez, Westchester County Dept of Health, New York. BJ Wallace, 
MD, J Maffei, PF Smith, MD, State Epidemiologist, New York State Dept of Health. Child Vaccine 
Preventable Diseases Br, Epidemiology and Surveillance Div; and Community Outreach and 
Planning Br, National Immunization Program, CDC. 

Editorial Note: The rubella outbreak in Westchester County occurred among young 
Hispanic adults who were born in countries either without national rubella vaccination 
programs or where such programs were implemented recently. The demographic 
characteristics of case-patients were similar to those reported in other recent rubella 
outbreaks in the United States (4). Most cases occurred among unvaccinated persons 
aged >20 years and among persons who were foreign born, primarily Hispanics (63% 
of reported cases in 1997) (CDC, unpublished data, 1998). Previous community out- 
breaks were localized in close-knit, circumscribed, Hispanic neighborhoods (CDC, un- 
published data, 1997). The Westchester County outbreak differed in that it did not 
remain localized, but spread to 14 towns, cities, and villages and occurred among 
eight different Hispanic nationalities. The wide distribution of cases and the multiple 
Hispanic nationalities made it difficult to identify and access the at-risk population for 
targeted control measures. Factors that may have contributed to the low receipt of 
rubella vaccine included difficulty identifying who the leaders were in the Hispanic 
communities, limited demographic information about the Hispanic communities, and 


the Hispanic communities’ distrust of persons affiliated with the government because 
of immigration concerns. 
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In outbreaks of rubella in foreign-born populations, both prevention and control 
measures require a culturally sensitive approach. Collaboration between health de- 
partments and community-based organizations may be useful in effectively informing 
and mobilizing the at-risk population. 

In recent years, rubella vaccination programs have been introduced throughout the 
Americas to decrease the morbidity and mortality from rubella infections during preg- 
nancy. However, because these programs were only recently implemented, persons 
who have entered the United States as adults probably are not vaccinated and may be 
susceptible to rubella. Further decreases in rubella incidence in the United States will 
require increased vaccine coverage in susceptible populations. 

During rubella outbreaks, vaccination is the most effective preventive measure. In 
the United States, two doses of MMR vaccine are recommended at age 12-15 months 
and 4-6 years (5). For adults who have not received rubella vaccine, a single dose of 
a rubella-containing vaccine is considered evidence of immunity (6). Reduction in ru- 
bella morbidity in Latin America is expected to lower the number of cases imported 
from this area and indigenous outbreaks in the United States. 


References 

1. Orenstein WA, Bart KJ, Hinman AR, et al. The opportunity and obligation to eliminate rubella 
from the United States. JAMA 1984;251:1988-94. 

2. Public Health Service. Healthy people 2000: national health promotion and disease prevention 
objectives—full report, with commentary. Washington, DC: US Department of Health and Hu- 
man Services, Public Health Service, 1991; DHHS publication no. (PHS)91-50212. 

. CDC. Manual for the surveillance of vaccine-preventable diseases. Atlanta, Georgia: US De- 
partment of Health and Human Services, CDC, 1997:11-2. 

. CDC. Rubella and congenital rubella syndrome—United States, January 1, 1991—May 7, 1994. 
MMWR 1994;43:391-401. 

. CDC. Measles, mumps, and rubella—vaccine use and strategies for elimination of measles, 
rubella, and congenital rubella syndrome and control of mumps: recommendations of the Ad- 
visory Committee on Immunization Practices (ACIP). MMWR 1998;47(no. RR-8). 

. ACIP. Update on adult immunization: recommendations of the Advisory Committee on Immu- 
nization Practices (ACIP). MMWR 1991;40(no. RR-12):17-19. 


Notice to Readers 


Thimerosal in Vaccines: A Joint Statement 
of the American Academy of Pediatrics and the Public Health Service 


The Food and Drug Administration (FDA) Modernization Act of 1997 called for FDA 
to review and assess the risk of all mercury-containing food and drugs. In line with this 
review, U.S. vaccine manufacturers responded to a December 1998 and April 1999 
FDA request to provide more detailed information about the thimerosal content of 
their preparations that include this compound as a preservative. Thimerosal has been 
used as an additive to biologics and vaccines since the 1930s because it is very effec- 
tive in killing bacteria used in several vaccines and in preventing bacterial contamina- 
tion, particularly in opened multidose containers. Some but not all of the vaccines 
recommended routinely for children in the United States contain thimerosal. 
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There is a significant safety margin incorporated into all the acceptable mercury 
exposure limits. Furthermore, there are no data or evidence of any harm caused by the 
level of exposure that some children may have encountered in following the exist- 
ing immunization schedule. Infants and children who have received thimerosal- 
containing vaccines do not need to be tested for mercury exposure. 

The recognition that some children could be exposed to a cumulative level of mer- 
cury over the first 6 months of life that exceeds one of the federal guidelines on methyl 
mercury now requires a weighing of two different types of risks when vaccinating 
infants. On the one hand, there is the known serious risk of diseases and deaths 
caused by failure to immunize our infants against vaccine-preventable infectious dis- 
eases; on the other, there is the unknown and probably much smaller risk, if any, of 
neurodevelopmental effects posed by exposure to thimerosal. The large risks of not 
vaccinating children far outweigh the unknown and probably much smaller risk, if any, 
of cumulative exposure to thimerosal-containing vaccines over the first 6 months of 
life. 

Nevertheless, because any potential risk is of concern, the Public Health Service 
(PHS), the American Academy of Pediatrics (AAP), and vaccine manufacturers agree 
that thimerosal-containing vaccines should be removed as soon as possible. Similar 
conclusions were reached this year in a meeting attended by European regulatory 
agencies, European vaccine manufacturers, and FDA, which examined the use of 
thimerosal-containing vaccines produced or sold in European countries. 

PHS and AAP are working collaboratively to assure that the replacement of 
thimerosal-containing vaccines takes place as expeditiously as possible while at the 
same time ensuring that our high vaccination coverage levels and their associated low 
disease levels throughout our entire childhood population are maintained. 

The key actions being taken are 

1. A formal request to manufacturers for a clear commitment and a plan to elimi- 

nate or reduce as expeditiously as possible the mercury content of their vac- 
cines. 

. Areview of pertinent data in a public workshop. 

. Expedited FDA review of manufacturers’ supplements to their product license 
applications to eliminate or reduce the mercury content of a vaccine. 

. Provide information to clinicians and public health professionals to enable them 
to communicate effectively with parents and consumer groups. 

. Monitoring immunization practices, future immunization coverage, and vaccine- 
preventable disease levels. 

. Studies to better understand the risks and benefits of this safety assessment. 

PHS and AAP continue to recommend that all children should be immunized 
against the diseases indicated in the recommended immunization schedule. Given 
that the risks of not vaccinating children far outweigh the unknown and much smaller 
risk, if any, of exposure to thimerosal-containing vaccines over the first 6 months of 
life, clinicians and parents are encouraged to immunize all infants even if the choice of 
individual vaccine products is limited for any reason. 

While there is a margin of safety with existing vaccines containing thimerosal, 
there are steps that can be taken to increase that margin even further. Clinicians and 
parents can take advantage of the flexibility within the existing schedule for infants 
born to hepatitis B surface antigen (HBsAg)-negative women to postpone the first 
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dose of hepatitis B vaccine from birth until 2 to 6 months of age when the infant is 
considerably larger. Preterm infants born to HBsAg-negative mothers should similarly 
receive hepatitis B vaccine, but ideally not until they reach term gestational age and a 
weight of at least 5.5 Ibs (2.5 kg). Because of the substantial risk of disease, there is no 
change in the recommendations for infants of HBsAg-positive mothers or of mothers 
whose status is not known. Also, in populations where HBsAg screening of pregnant 
women is not routinely performed, vaccination of all infants at birth should be main- 
tained, as is currently recommended. In addition to the key actions mentioned above, 
the PHS Advisory Committee on Immunization Practices and the AAP Committee on 
Infectious Diseases will be reviewing these issues and may make additional state- 
ments. 


Reported by: Public Health Service, US Dept of Health and Human Services. American Academy 
of Pediatrics, Elk Grove Village, Illinois. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending July 3, 1999, with historical data — United States 
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Hepatitis B 477 
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Ratio (Log Scale)” 
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*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 


subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending July 3, 1999 (26th Week) 





Cum. 1999 |_Cum. 1999 





Anthrax HIV infection, pediatric* 
Brucellosis* 17 Plague 
Cholera Poliomyelitis, paralytic 
Congenital rubella syndrome Psittacosis* 
Cyclosporiasis* 1 Rabies, human 
Diphtheria Rocky Mountain spotted fever (RMSF) 
Encephalitis: California* Streptococcal disease, invasive Group A 
eastern equine* 2 Streptococcal toxic-shock syndrome* 
St. Louis* Syphilis, congenital* 
western equine* Tetanus 
Ehrlichiosis human granulocytic (HGE)* Toxic-shock syndrome 
human monocytic (HME)* Trichinosis 
Hansen Disease* Typhoid fever 
Hantavirus pulmonary syndrome*' Yellow fever 
Hemolytic uremic syndrome, post-diarrheai* 














no reported cases 

*Not notifiable in all states 

' Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for infectious Diseases (NCID) 
Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for 
HIV, STD, and TB Prevention (NCHSTP), last update June 23, 1999 

1 Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending July 3, 1999, and July 4, 1998 (26th Week) 


Escherichia 
coli 0157:H7* 
AIDS Chiamydia Cryptosporidiosis NETSS PHLIS 


Cum Cum Cum. Cum Cum Cum Cum. Cum. 
Reporting Area 1999° 1998 1999 1998 1999 1998 1998 1999 
JNITED STATES 23,725 281,030 286,678 661 972 820 

NEW ENGLAND 810 9,555 10,113 32 70 116 

Maine 18 193 461 10 18 10 
N.H 15 458 477 5 3 18 

vt 10 235 194 6 9 4 

Mass 7 372 4,521 118 1 36 60 
R 69 1,181 229 S 3 

onr 326 2,967 634 21 
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Ci 3,002 3,888 17,606 13,211 2 7 
215 4,808 740 
11,595 1 

E.N. CENTRAL 1,5 1,760 40,428 
Ohio 2 11,228 
Ind 9 323 5,280 
! 582 693 13,376 
Mich 308 5 10 

Wis 0 
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N: Not notifiable U: Unavailable no reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
“Individual cases may be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) and the 
Public Health Laboratory Information System (PHLIS) 


*Updated monthly from reports to the Division of HIV/AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, 
and TB Prevention, last update June 23, 1999 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending July 3, 1999, and July 4, 1998 (26th Week) 

Hepatitis Lyme 

Gonorrhea C/NA,NB Legionellosis Disease 

Cum Cum Cum Cum 

Reporting Area 1999 | 1998 1999 1998 | 

UNITED STATES 151,968 165,675 1,817 1,538 


NEW ENGLAND 2,865 56 44 
Maine 15 4 
N.H 38 

28 























4 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 


ow on 


CENTRAL 


Ow ON 


No 


Wis 

W.N. CENTRAL 
Minr 

lowa 

Mo 

N. Dak 

S. Dak 


A 
Nebr 


x 


CENTRAL 


Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 
MOUNTAIN 
Mont 
idaho 

Wyo 

Colo 

N. Mex 
Ariz 

Utah 

Nev 
PACIFIC 
Wash 

Oreg 

Calif 
Alaska 
Hawai 


Amer. Samoa 
C.N.M.| 





N: Not notifiable Unavailable no reported cases 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 


weeks ending July 3, 1999, and July 4, 1998 (2 


6th Week) 





Malaria 


Rabies, Animal 


Salmoneliosis* 





NETSS 








Reporting Area | 





Cum 
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Cum 
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Maine 
N.H 


t 


688 
15 127 

33 
V 30 
Mass 4 22 
Q 36 
Cc 239 


782 
541 

U 
100 
Pa 141 745 
E.N. CENTRAL 56 1 1,895 
ric o 34 a 


38 


609 522 
nd ? 


nn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 


Mict 
Wis 


W.N. CENTRAL 
nn 


S.C 

Ga 

Fla 

E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 
MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 
Ariz 

Utah 

Nev 
PACIFIC 
Wash 

Oreg 

Calif 

Alaska 
Hawaii 


ou —~ 
1 OO Dena 


Guam 
PR 


VI U 
Amer. Samoa U 
C.N.M.1 





N: Not notifiable U: Unavailable no reported cases 


“individual cases may be reported through both the National Electroni 


c Telecommunications System for Surveillance (NETSS) and the 
Public Health Laboratory Information System (PHLIS) 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending July 3, 1999, and July 4, 1998 (26th Week) 
Shigellosis* Syphilis 
NETSS PHLIS (Primary & Secondary) Tuberculosis 
Cum Cum Cum Cum Cum Cum Cum. 
Reporting Area | | | 














1999 1998 1999 1999 1998 1999" 1998" 
UNITED STATES 5,833 8,600 2,007 3,111 3,418 3,992 4,838 
NEW ENGLAND 150 211 126 30 37 187 224 
3 7 10 5 
7 7 1 4 6 
4 : 3 1 
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113 138 151 
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N: Not notifiable U: Unavailable no reported cases 


*Individual cases may be reported through both the National Electronic Telecommunications System for Surveillance (NETSS) and the 
Public Health Laboratory Information System (PHLIS) 


Cumulative reports of provisional tuberculosis cases for 1998 and 1999 are unavailable (“U") for some areas using the Tuberculosis 
Information System (TIMS) 


U 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending July 3, 1999, 


and July 4, 1998 (26th Week) 





H. influenzae, Hepatitis (Viral), by type 


Measles (Rubeola) 





invasive a 8 Indigenous 


imported* 


Total 

















Cum Cum Cum Cum Cum Cum 
Reporting Area 1999" 1998 1999 1998 1999 1999 1999 





Cum Cum 
1999 1999 1999 





Cum. 
1998 





UNITED STATES 610 610 7,729 11,282 3,179 473 1 30 
NEW ENGLAND 42 1 1 152 53 5 5 
Maine 4 13 2 
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N: Not notifiable U: Unavailable no reported cases 


*For imported measies. cases include only those resulting from importation from other countries 


"Of 127 cases among children aged <5 years, serotype was reported for 58 and of those 13 were type b 
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TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending July 3, 1999, 
and July 4, 1998 (26th Week) 





Meningococcal 
Disease Mumps Pertussis Rubella 
Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 1999 1998 1999 1999 1998 1999 1999 1998 1999 1999 
UNITED STATES 1,330 1,582 4 180 406 32 2,539 3 138 
INEW ENGLAND 69 3 1 254 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 


July 3, 1999 (26th Week) 





All Causes, By Age (Years) 
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U: Unavailable no reported cases 


*Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which 
more. A death is reported by the place of its occurrence and by the week that the death certificate 


included 
Pneumonia and influenza 


have populations of 100,000 o} 
was filed. Fetal deaths are no 


SBecause of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complet 


counts will be available in 4 to 6 weeks 
‘Total includes unknown ages 
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